Many Americans do not have access to adequate medical care. Previous research on this problem focuses primarily on individual-level determinants of access such as income and insurance coverage. The role of community-level factors in helping or hindering individuals in obtaining needed medical care, however, has not received much attention. We address this gap in the literature by investigating the association between neighborhood residential instability and access to health care. Using individual-level data from the 2000 Medical Expenditure Panel Survey and block-group level data from the 2000 decennial census, we find that individuals who live in neighborhoods with high residential turnover have worse health care access than residents of other neighborhoods. This association persists even when the prevalence of poverty, the supply of health care, and a variety of individual characteristics are held constant.
We offer explanations for these findings and suggest directions for future research.
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Many Americans do not have adequate access to health care services (Institute of Medicine 2001; U.S. Department of Health and Human Services 2000) . Identifying and understanding factors that help individuals obtain needed medical care or that hinder them from doing so is therefore an important goal for researchers interested in the U.S. health care system and, ultimately, in population health. To date, most research on access to health care has focused on individual-level determinants such as insurance coverage, income, educational attainment, and race (Brown, Wyn, and Teleki 2000; Center for Health Economics Research 1993; Collins, Hall, and Bebus 1999; Institute of Medicine 2001) . However, there is an increasing amount of research that suggests community characteristics may also influence individuals' ability to obtain needed medical care (Anderson and Davidson 2001; Anderson, Rice, and Kominski 1996; Berk, Shur, and Cantor 1995; Kirby and Kaneda 2005) . We contribute to this line of research by investigating neighborhood residential instability-measured by the proportion of individuals living in their current homes for only a short time-as a possible community-level determinant of access to health care.
While substantial geographic variation in the use of health care has been documented (Bindman et al. 1995; Carlisle et al. 1995; Cunningham and Kemper 1998b; Komaromy et al. 1996; Roderick et al. 1999; Wells and Horm 1998) , it is not always clear whether this variation is a function of the composition of individuals in areas or whether it is actually due to characteristics of the communities themselves. This distinction between "composition" and "context" is central to this study.
For example, there may be lower average levels of access in unstable communities simply because such communities are composed disproportionately of poor individuals who cannot afford care regardless of where they live. If so, the association between residential instability and access to care is "compositional." Alternatively, there might be something about living in unstable communities that affects access regardless of individuals' personal characteristics, in which case the association is "contextual." Only recently have studies begun to investigate the possibility of a contextual relationship between neighborhood characteristics and access to health care.
Studies reveal substantial variation across communities in several different indicators of access, including subjective reports of access problems (Cunningham and Kemper 1998a; Cunningham and Kemper 1998b) , the number of physician visits children have during a given year (Long and Marquis 1999) , and preventable hospitalizations (Billings, Anderson, and Newman 1996; Bindman et al. 1995; Friedman et al. 1999; Gaskin and Hoffman 2000) . More generally, both hospital-based care use and ambulatory care use vary considerably across geographic areas (Carlisle et al. 1995; Komaromy et al. 1996) . Some of these studies establish that personal characteristics such as insurance coverage, income, education, and race cannot completely account for this variation. This suggests that associations between community-level factors and access to health care may be, at least in part, contextual; community characteristics themselves could influence individuals' ability to obtain needed health care services.
A few studies actually identify specific community-level social and economic characteristics that are associated with access, net of individual-level factors. Looking at a sample of low-income individuals in the 100 largest metropolitan areas, Andersen et al. (2002) found that high unemployment and low per capita income were associated with a reduced likelihood of having at least one physician visit during the year. In a study of 54 urban areas, Brown et al. (2004) found that the size of the safety-net population, as proxied by the proportion of individuals who had low incomes and were uninsured, was negatively associated with the likelihood of having a usual source of care. This study also found that, among uninsured individuals, the size of Medicaid payments was associated with an increased likelihood of having a usual source of care and having at least one physician visit.
In addition to the social and economic factors identified by these studies, factors related to the supply of health care services in a community may influence access and use. For example, both Brown et al. (2004) and Andersen et al. (2002) found that the number of federally qualified health centers was positively related to the likelihood of having a usual source of care. Not all research, however, supports a supply-effect (Grumbach, Vranizan, and Bindman 1997) . The organization of the health care market in an area may also affect individuals' ability to get care. One study suggests that the extent to which physicians in an area derive their income from managed care organizations decreases the amount of time they spend providing charity care (Cunningham et al. 1999) . As a result, poor individuals in such areas may be less able to obtain care.
All of these studies suggest that factors at the community level may affect individuals' access to care, net of their personal characteristics. Residential instability, however, has not been examined. Yet sociologists have been interested in residential instability as a predictor of various community-level and individuallevel outcomes for at least five decades (Faris and Dunham 1939; Shaw and McKay 1942) . Research links residential instability to crime (Sampson, Raudenbush, and Earls 1997) , mental health (Ross, Reynolds, and Geis 2000) , social relations (Crutchfield, Geerken, and Gove 1982; Sampson 1985; Sampson and Groves 1989; Sampson et al. 1997) , and social capital (Coleman 1988 (Coleman , 1990 ). In addition, there is a large amount of work in medical sociology that links social networks to health care utilization (Earp et al. 2002; Freidson 1970; Horwitz 1977; Kadushin 1966 Kadushin , 1969 Levy-Storms and Wallace 2003; McKinlay 1973; Pescosolido 1992; Suchman 1964 ). This research is also relevant because residential instability is likely to affect the development and functioning of social networks.
THEORY AND HYPOTHESES
Residential instability plays a role in several prominent sociological theories. Early formulations of both social disorganization theory and social control theory posit that low residential instability increases social integration as measured by the likelihood that neighbors will know one another, be willing to help one another, and be able to exert informal social control (Hirschi 1969; Shaw and McKay 1942) . In contrast, residents of neighborhoods characterized by high rates of residential turnover are more likely to be strangers and less likely to be embedded in social networks through which they might receive resources and by which social control is exercised (Crutchfield et al. 1982; Sampson 1985; Sampson and Groves 1989; Sampson et al. 1997) . Research suggests that residential instability thus leads to high levels of crime and victimization (Sampson et al. 1997) , low levels of exchange (Sampson, Morenoff, and Earls 1999) , and, in some circumstances, reduced psychological well-being (Ross et al. 2000; Sampson et al. 1997) .
Residential instability also figures prominently in research using the concept of social capital. Coleman defines social capital as a resource that ".|.|. inheres in the structure of relations between actors and among actors " (1988:98) . For example, trust, shared expectations, and norms of reciprocity in communities facilitate free exchange of valuable information and resources. Coleman's (1990) work identified continuity of community structure as one key to the emergence of social capital, and it showed that a high level of population turnover disrupts this continuity. Residential instability not only hinders the development of new social ties, but the frequent severing of social ties disrupts entire social systems within communities (Coleman 1990) . Recent research links social capital and social integration to a variety of healthrelated outcomes (Berkman et al. 2000; Hawe and Shiell 2000) .
A common premise in the theoretical perspectives described above is that residential instability disrupts the development and functioning of social networks; individuals in residentially unstable communities are less likely to be embedded in social networks through which information and other resources can be exchanged. Other research suggests that the content and structure of social networks are important determinants of access to and use of health care services. More than 40 years ago, Suchman (1964) found that knowledge about disease, attitudes about modern medicine, and responses to illness are all affected by network homogeneity and exclusivity, and that these factors explain racial and ethnic differences in health care utilization. Subsequent studies found that help-seeking behavior is affected by the types of social circles in which individuals are involved (Kadushin 1966 (Kadushin , 1969 . Later research established that network structure and content affect the timing of seeking care as well as the type of care sought (Freidson 1970; McKinlay 1973) . More recent work suggests that the interaction made possible by social networks helps individuals handle healthrelated difficulties (Pescosolido 1992) , that community members are more effective at encouraging health care use than health care professionals (Earp et al. 2002) , and that being well-connected to church and civic networks increases some types of preventive screenings (Levy-Storms and Wallace 2003) .
Thus, over the past four decades, medical sociologists have established that social networks are important in determining access to and use of health care services, while research in other areas suggests that residential instability disrupts social networks. Our hypotheses are based on these two premises.
Hypotheses
In order to obtain needed health care, individuals need information about the availability of health care resources in their communities. For example, knowledge regarding the location of facilities that offer affordable health care services, the safest and most convenient means of getting to such facilities, the quality of care provided at them, and whether providers can communicate in a particular language are extremely helpful, if not essential, in obtaining needed care. Moreover, much of this information is specific to a given area and therefore is most readily available through informal social contacts. As individuals in residentially unstable neighborhoods are less likely to be embedded in social networks, area-specific information regarding health care services may be less available to them. Further, even if individuals are aware of the health care resources available in their communities, help in actually obtaining care may be less available in neighborhoods char- acterized by high residential turnover because support exchanges are less common. We therefore hypothesize that residential instability is associated with lower levels of access to health care, net of other contextuallevel factors such as the prevalence of poverty in a neighborhood and the supply of health care providers. Further, as the mechanisms we propose are not simply compositional in nature, we expect that any association between instability and access to health care will persist even after controlling for individual-level characteristics. In other words, residential instability and access to health care are associated not simply because unstable neighborhoods are composed of individuals who would have poor access regardless of where they live, but because neighborhood residential instability itself affects the ability of residents to obtain health care services.
A limitation of this study is that we are not able to conduct a direct test of the proposed mechanisms that link residential instability to health care access; we do not have data on the characteristics of the social networks within neighborhoods or on the volume or type of information that passes through them. Nevertheless, if we are correct in hypothesizing that residential instability functions to decrease access by making the transmission of health care-related information through social networks less efficient, then other patterns in our data should also be apparent.
One such pattern has to do with the prevalence of Spanish speakers at the neighborhood level and preference for Spanish at the individual level. If information via word of mouth is an important determinant of access, then individuals who prefer Spanish over English should have better access in neighborhoods where Spanish is widely spoken. Conversely, non-Spanish speakers in predominantly Spanish-speaking neighborhoods should have worse access than those in other neighborhoods. Another pattern that should emerge in our data, if our explanations are correct, pertains to the reasons individuals have poor access. If our explanations are valid, neighborhood instability should more strongly predict poor access due to lack of information than poor access due to other factors (e.g., affordability or problems with insurance coverage). We are able to test both these possibilities with our data.
DATA AND METHODS

Sources of Data
Data for this study come from three sources. Individual-level data come from the 2000 Medical Expenditure Panel Survey (MEPS), a series of longitudinal surveys based on clustered and stratified samples of households that provide nationally representative estimates of health care use, insurance coverage, and sociodemographic characteristics for the U.S. noninstitutionalized population (Cohen 1996 (Cohen , 1997 . We link individuals in the 2000 MEPS to information regarding the supply of health care providers from the Health Resources and Services Administration. Finally, to obtain neighborhood-level characteristics, we attached longitude and latitude figures to addresses in the 2000 MEPS sample (often referred to as "geocoding"), which enabled us to link individuals to information from the 2000 decennial census regarding the block groups in which they live. Block groups are the smallest geographic area for which social statistics are available. They generally contain between 600 and 3,000 people (U.S. Census Bureau 2000) and can be considered approximations of neighborhoods (Auchincloss, Van Nostrand, and Ronsaville 2001) .
The 2000 MEPS collected data on 25,096 individuals, 90 percent of whom were successfully linked to a census block group. Though differences between individuals with and without block group information were modest, individuals missing block group information were more often nonwhite, less educated, and poor. To minimize sample selection bias, we imputed missing block-group data and included a dichotomous variable to identify observations with imputed values. However, the dichotomous variable identifying such cases was never significant in our analysis, nor did our substantive findings change when such cases were removed. We therefore exclude individuals without block-group information from our analyses, yielding a total sample size of 22,656.
Access to Health Care
Our dependent measure is dichotomous and identifies individuals who have poor access to health care. We use responses from several items in the MEPS questionnaire to construct this variable. 1 The questionnaire first asked individuals whether they had a "particular doctor's office, clinic, health center, or other place" to which they usually go when they are sick or need advice about their health. If a person reported that they did not have a usual source of care, the questionnaire then asked why. If an individual reported that they did have a usual source of care, they were asked whether that source was a hospital emergency room. Finally, household respondents were asked whether they or a family member could not get care they needed during the previous twelve months. 2 Using responses from these questions, we coded individuals as having poor access if any of the following were true: (1) they did not have a usual source of care, (2) their usual source of care was a hospital emergency room, or (3) they reported unmet medical need. However, if individuals reported not having a usual source of care because they "go to different doctors for different needs" or because they recently moved to an area, they were not considered to be without a usual source of care.
Each of the three criteria described above taps an important dimension of access. Having a usual source of care is an important gauge of access because it indicates whether an individual has a specific entry point into the health care system if some event necessitates it. Previous studies use this measure as a standard benchmark for whether an individual has access to ambulatory care (Zuvekas and Taliaferro 2003) . As emergency rooms are not designed to provide routine care, we consider the use of emergency rooms for general medical needs to be an indicator of poor access. Finally, perceptions of unmet medical need are important because they provide a sense of the difficulty that people experience in getting care, rather than whether one simply has a place they would go to get care. Together, these measures provide an overall sense of the extent to which individuals have difficulty in obtaining needed medical care. However, the models yield very similar results when each component of our dependent variable is analyzed separately.
Neighborhood-Level Variables
Our main independent variable is neighborhood residential instability, measured as the percentage of residents in a block group who have lived in their current homes for one year or less. It ranges from 1 to 10, with one unit corresponding to ten percentage points. We also estimated all of our models with alternative cutoffs for duration of residence (2, 3, 4, and 5 years). All of these cutoffs produced equivalent results.
The prevalence of poverty is another important neighborhood-level characteristic to include in our models. Poverty is correlated with residential instability and is also associated with access to health care (Kirby and Kaneda 2005) . Our hypotheses, however, predict that neighborhood residential instability will have an effect on access independent of the prevalence of poverty in a neighborhood. We measure neighborhood poverty as the percentage of individuals in a neighborhood whose income is less than 125 percent of the federal poverty line. Like neighborhood residential instability, the prevalence of poverty in a neighborhood is measured in units of ten percentage points and therefore can range from 0 to 10.
Our final neighborhood-level measure is a dichotomous variable that identifies neighborhoods in which at least 80 percent of the residents speak Spanish at home. The 2000 census long form ascertains whether individuals speak Spanish exclusively at home, though many may be fluent in English. We interact this neighborhood-level variable with a dichotomous variable identifying individuals who completed the MEPS questionnaire in Spanish.
Health Care Supply Variables
An association between neighborhood characteristics such as residential instability and access to health care could be in part due to differences in the supply of health care services available to residents. The supply of health care therefore needs to be included in our models. Unlike information on residential instability and poverty, information on the supply of health care is not available at the blockgroup level. Moreover, it is probably better to measure supply characteristics at higher levels of aggregation because health service providers and facilities serve geographic areas that are generally larger than block groups. To measure the supply of health care in an area, 
Individual-Level Variables
In order to distinguish the compositional effect of neighborhood residential instability from its contextual effect, it is important to control for individual characteristics that might be associated with both access to health care and the likelihood of residing in an unstable neighborhood. Among the most important individual characteristics with respect to access to health care are socioeconomic status (SES) and insurance coverage. These factors are also associated with the type of neighborhood in which individuals live. We measure individual-level SES using a series of dummy variables on household income relative to the federal poverty line (less than 125%, 125%-200%, 200%-400%, or 400% or more) and educational attainment (no high school degree or GED, a high school diploma only, a college degree, a graduate or professional degree, or under the age of 25 with a high school diploma). The "under 25" category is a proxy for individuals who may not have completed their education. We measure insurance status using five dummy variables to indicate whether individuals are: age 65 or above and insured exclusively by Medicare throughout the year; age 65 or above and insured by Medicare plus some private supplemental insurance plan sometime during the year; under age 65 and insured by a private plan any time during the year; under age 65 and insured by Medicaid some time during the year (but never by a private plan); or under age 65 and uninsured all year. Insurance status is age-specific because Medicare covers nearly everyone over the age of 64.
Health status is another important predictor of access that may be related to the likelihood of living in an unstable neighborhood. Poor health is likely to be more common in disadvantaged and unstable neighborhoods, and it is also likely related to at least one of the three components in our access measure. Specifically, unhealthy individuals are unlikely to be without a usual source of care. We measure health status using three variables: subjective health status, the presence of chronic conditions, and the presence of functional limitations. Subjective health status is captured with a battery of dichotomous variables indicating whether individuals rate their health as excellent, very good, good, fair, or poor. The variable on chronic conditions indicates how many diagnosed conditions a person has out of the following conditions: angina, asthma, coronary heart disease, diabetes, emphysema, hypertension, heart attack, and stroke. Disability is measured with a variable that indicates whether individuals need help or supervision with personal care such as bathing, dressing, or getting around the house. We originally operationalized health status with an exhaustive set of dichotomous variables to capture all conditions and functional disabilities. This did not substantially enhance the explanatory power of the models, so we elected to use a more parsimonious operationalization.
In addition to SES, health insurance coverage, and health status, we control for other basic demographic characteristics, namely: gender, age, marital status, race/ethnicity (Hispanic, non-Hispanic white, non-Hispanic black, non-Hispanic Asian, or non-Hispanic and another race), and the language of the interview (Spanish or not). All of these characteristics are associated with access to health care and may be associated with the type of neighborhood in which individuals live, making these characteristics important to include in our model. Table 1 displays general sample  characteristics, and Table 2 shows coding and descriptive statistics for all the variables included in the analysis.
Analytical Approach
To test our hypotheses, we estimate a series of logistic regression models. In the first model, we include only neighborhood residential instability, thereby investigating the bivariate association between residential instability and access to care. In the second model, we add the prevalence of poverty in neighborhoods and the health care supply variables. This model describes how much of the crude association between residential instability and access is driven by other community-level characteristics. In the third model, we control for all individual-level variables in addition to those in the previous models. This model indicates the extent to which the association between neighborhood instability and access to health care is due to the composition of individuals within neighborhoods or to neighborhood instability itself. Model 4 tests the possibility that residing in a neighborhood in which Spanish is widely spoken interacts with whether the MEPS interview was conducted in Spanish (a proxy for being more comfortable communicating in Spanish than in English).
To further test our hypotheses, we estimate an additional model using an alternative dependent variable (model 5). We construct a dummy variable that takes a value of 1 for individuals who do not have a usual source of care because they do not know where to go to get care, because they believe a usual source of care is not available in their area, or because they cannot find a provider who speaks their language; the variable is coded 0 for all others. This variable identifies individuals who do not have a usual source of care because they lack information, rather than for reasons having to do with affordability, insurance, or other barriers to care.
A major methodological challenge in this study is the hierarchical structure of the data; individuals are nested within block groups, service areas, and counties. In addition, MEPS is a stratified and clustered sample, so clustering at the primary sampling unit must also be considered. If clustering in the sample is ignored, the standard errors of our estimates will be biased downward, increasing the chances of Type I errors. We have chosen to deal with this problem by calculating standard errors using a first-order Taylor series linear approximation method available in Stata, which adjusts for clustering at the primary sampling unit level (Levy and Lemeshow 1999; Statacorp 2001) . Though this method was designed to control for clustering due to sample design rather than nested data, it provides accurate variance estimates because block groups, service areas, and counties are all contained entirely within single primary sampling units (Goldstein 1999) . All point estimates are calculated using sample weights.
RESULTS
A simple first step for evaluating the possibility that block-group characteristics influence access to health care is to examine the intra-block-group correlation coefficient (Table 1) . This statistic represents the theoretical upper bound for the proportion of variance in the dependent variable attributable to blockgroup-level characteristics. The intra-blockgroup correlation coefficient is significant (r = .27, p < .05). While far from conclusive, this is at least consistent with the idea that blockgroup characteristics explain some of the variance in access to health care. Our multivariate analysis delves further into this possibility.
In Table 3 , we present odds ratios and t-statistics from four logistic regression models. The results from the first model provide a description of the crude association between neighborhood residential instability and the likelihood of having poor access to health care. Consistent with our expectations, residents of unstable neighborhoods are significantly more likely to have poor access compared to those in other neighborhoods. Specifically, the odds ratio from model 1 indicates that a 10 percentage point increase in the number of residents in a neighborhood who have lived in their current homes for one year or less is associated with an increase of 23 percent in the odds of having poor access to health care.
In our second model, we include the prevalence of poverty in a neighborhood and the health care supply variables (i.e., doctors and
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The association observed in model 1 remains statistically significant even after controlling for these community-level characteristics, though the odds ratio is smaller. Net of the prevalence of poverty and the supply of health care, a 10 percentage point increase in the number of neighborhood residents with housing tenure of one year or less is associated with a 15 percent increase in the odds of having poor access to health care. Results from supplementary models (not presented) indicate that the majority of the decrease in the coefficient for neighborhood instability is due to the inclusion of neighborhood-level poverty, not the supply of health care providers or metropolitan residence. Note also that neighbor- hood-level poverty has a large and significant odds ratio of 1.31.
In our third model, we add all individuallevel variables to evaluate the extent to which the association between neighborhood residential instability and access to health care is attributable to differences in the composition of individuals in neighborhoods. Odds ratios for the individual-level control variables shown in model 3 are frequently significant and are generally in the expected directions. It is noteworthy that the odds ratio for the prevalence of poverty in a neighborhood is reduced markedly, from 1.31 to 1.10, suggesting that much of the association between neighborhood poverty and access to health care observed in the previous models is compositional in nature, rather than contextual. Supplemental analyses suggest that the inclusion of individual-level poverty accounts for most of the reduction in odds ratio for neighborhood-level poverty. The odds ratio for neighborhood residential instability, unlike that for neighborhood-level poverty, is reduced only nominally, from 1.15 to 1.13. This suggests that the association observed between neighborhood residential instability and access to health care is mostly contextual in nature.
We theorize that the association between residential instability and access to health care exists in part because residential instability reduces the efficiency with which health-related information is transmitted through social networks. To explore this possibility further, model 4 includes a dummy variable identifying neighborhoods in which at least 80 percent of residents speak Spanish at home, and it includes an interaction between this variable and whether the MEPS interview was conducted in Spanish. If information transmission through social networks is important in obtaining needed health care, then Spanish speakers in predominantly Spanish-speaking neighborhoods should have, on average, better access than Spanish speakers in other neighborhoods. Conversely, non-Spanish speakers should have worse access in neighborhoods in which Spanish is the primary language. The results from model 4 are consistent with these expectations, with the odds ratios for both interview language and the interaction term attaining statistical significance. To gauge the magnitude of this result, we calculated mean predicted probabilities for each group defined by the cross-level language interaction. 3 The mean predicted probability of having access problems for Spanish speakers in neighborhoods with a high prevalence of Spanish speakers was 22 percent, while that for Spanish speakers in other neighborhoods was 30 percent. For individuals who completed the survey in English, the pattern is the opposite: 23 percent of those living in predominantly Spanishspeaking areas have problems with access,
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#2788-Jnl of Health and Social Behavior-Vol. 47:2-47204-kirby Results using an alternative dependent variable are also consistent with our hypotheses. In model 5, we re-estimate model 4 using a dummy dependent variable that takes a value of 1 for individuals who did not have a usual source of care because they had just moved to an area, did not know where to find a doctor, or could not find a doctor who speaks their language; the variable equals 0 for all others (see column 5 of Table 3 ). As expected, residential instability is a stronger predictor in these models than in our main analysis, though the differences are modest. In model 4, for example, neighborhood residential instability has an odds ratio of 1.13, and the corresponding figure from model 5 is 1.17. While not conclusive, these results are generally consistent with our network-based explanation for the association between neighborhood residential instability and access to health care.
SUMMARY AND CONCLUSIONS
In this study, we investigated the association between neighborhood residential instability and access to health care. We found that living in unstable neighborhoods is associated with an increased likelihood of having poor access to care. This association is reduced but not eliminated when the prevalence of poverty in a neighborhood is held constant. Furthermore, the composition of individuals in a neighborhood with respect to various characteristics including race, income, health insurance, education, and health status explains little of the association between residential instability and access to health care.
We speculate that residential instability is associated with health care access at least in part because residential instability disrupts the development and flow of health-care-related information through social networks. A limitation of our study is that the current data do not support direct tests of this proposed mechanism. We conducted an indirect test of our ideas by examining the interaction between language ability at the individual level and language prevalence at the neighborhood level.
The results from this test are consistent with our explanation. However, future research should conduct more direct tests of the link. To do this, data on the size, scope, and density of social networks within neighborhoods are necessary, together with data on the extent to which health-related information and support are transmitted through such networks. Detailed information on neighborhood environments and how residents perceive and respond to their environments would also be useful to future research efforts.
Despite its limitations, this study expands understanding of access to health care by identifying residential instability as a possible determinant. Given that a major goal of U.S. health policy is to reduce disparities in access by race, ethnicity, income, and other characteristics (Institute of Medicine 2001; U.S. Department of Health and Human Services 2000) , and given that the United States is highly segregated by these same factors (Massey 1996) , understanding how communities influence access is important. While previous research links the prevalence of poverty and the supply of health care in communities to problems with health care access, this study indicates that these are not the only important community-level factors. If future research confirms that the disruption of social networks is one way through which residential instability influences access, community health care providers and other community-based organizations should consider developing outreach programs that aid in the dissemination of information regarding local health care resources. Thus, policy makers may wish to develop programs to help organizations that serve residentially unstable neighborhoods accomplish this task. NOTES 1. These are items AC01, AC02, AC03, AC06, and AC24 from the MEPS panel 4 and panel 5 questionnaires. 2. For this variable, everyone in a given family takes the same value. This dependence does not pose a problem for our analysis because we adjust our standard errors for clustering in the sample. Please refer to the "Analytical Approach" section. 3. For each group, predicted probabilities were 
